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AGeENnCY OoF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection
HC 2 South, 280 State Drive
Waterbury, VT 05671-2060
http://www.dail.vermont.gov
Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343
Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

April 5, 2019

Ms. Jennifer Silva, Manager
Davis Home

45 State Street

Windsor, VT 05089-1213

Dear Ms. Silva:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March
6, 2019. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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R100 Initial Comments: J R100
An unannounced complaint investigation was |
conducted by the Division of Licensing and E

- Protection on 3/6/19. The following reguiatory
¢ violations were identified:

R1'|4J V. RESIDENT CARE AND HOME SERVICES R114

5.3 Discharge and Transfer Requirements

5.3.a Involuntary Discharge or Transfer of
Residents

(2) In the case of an involuntary discharge or
transfer, the manager shall:

i. Notify the resident, and if known, a family

" member and/or legal representative of the

' resident, of the discharge or transfer and the
specific reasons for the move in writing and in a
language and manner the resident understands
at least 72 hours before a transfer within the ;
home and thirty (30) days before discharge from |
the home. If the resident does not have a family
member or legal representative and requests
assistance, the notice shall be sent to the Long

- Term Care Ombudsman, Vermont Protection and

Advocacy or Vermont Senior Citizens Law

Project.

ii. Use the form prescribed by the licensing
agency for giving written notice of discharge or
transfer and include a statement in targe print that
the resident has the right to appeai the home's
decision to transfer or discharge with the
appropriate information regarding how to do so.

ii. Include a statement in the written notice that
the resident may remain in the room or home
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during the appeal.
iv. Place a copy of the notice in the resident's *
- clinical record.

. |
This REQUIREMENT is not met as evidenced |
. by:
: Based on interview and record review, the facility
' failed to provide a written involuntary
 dischargeftransfer notice to a resident and/or the
legal representative for 1 applicable resident in a
: sample of 2, (Resident #1). The detailed findings
. include the following:

Per review of the progress notes dated 1/17/19
and signed by the RN Manager, identifies that
Resident #1 had developed shortness of breath
- overnight and increased pedal edema (ankle
? swelling). The resident was unable to stand or
walk in the AM. The hospice nurse was _
contacted by the facility manager to discuss é
transfer to another facility. Since Resident #1
resided on the second floor, the facility's concern !
' was inability to manage the stairs in the case of
an emergency, despite the presence of a stair
glider. Resident and family notified by the facility
manager on 1/17/19, of the facility's request to |
transfer. Family questioned how quickly a
transfer would need to happen and the facility
manager stated ["if they have a bed tomorrow
that would be great because we can't evacuate
him/er"]. ~ Resident #1 was discharged on
1/18/19 via family vehicle to another residential
care home.

Per fadility Discharge Policy identifies that if the
Davis Home implements an involuntary discharge
the manager will, notify the resident, family
member and/or iegal representative of the.
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- appropriate information regarding how to so.

" appropriate involuntary discharge/ftransfer notice

Continued From page 2

- discharge or transfer and the specific reasons for

the move in writing and in a language and
manner the resident understands at least 72 :
hours before a transfer within the home and thirty ;
(30) days before discharge fromthe home. The |
notice to include a statement in large print that
the resident has the right to appeal the home's
decision to transfer/discharge with the

The Registered Nurse (RN} Manager confirms on :
3/6/19 at approximately 9:23 AM that the resident
and/or family were not provided with the

prior to transfer/discharge, nor were they
provided with the appropriate information related

" to the request of an appeal. The facility RN also |

confirms at this time, that the facility policy was f
not followed, that s/he did not conduct a ’

' significant change assessment identifying the ’

resident's current status nor did the facility
contact the licensing agency to request and
emergency transfer. i

V. RESIDENT CARE AND HOME SERVICES
5.3 Discharge and Transfer Requirements

5.3.b Emergency Discharge or Transfer of

 Residents

(1) An.emergency discharge or transfer may be
made with less than thirty (30) days notice under
the following ¢circumstances:

i. The resident’s attending physician documents
in the resident's record that the discharge or
transfer is an emergency measure necessary for
the health and safety of the resident or other
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residents: or

ii. Anatural disaster or emergency necessitates
the evacuation of residents from the home; or i

iii. The resident presents an immediate threat to
the health or safety of self or others. In that
case, the licensee shall request permission from
the licensing agency to discharge or transfer the
resident immediately. Permission from the
licensing agency is not necessary when the J
immediate threat requires intervention of the E
" police, mental health crisis perscnnel, or ‘r
. emergency medical services personnel who f
. render the professional judgement that discharge |
- or transfer must occur immediately. In such

cases, the licensing agency shall be notified on

the next business day; or

iv. When ordered or permitted by a court. a
This REQUIREMENT is not met as evidenced ‘
by: :
Based on interview and record review, the facnllty i
failed to request an emergency dischargestransfer
to the licensing agency nor did the facility have
physician decumentation supporting the need for
the emergency transfer, for 1 applicable resident .
in @ sample of 2, (Resident #1). The detailed
findings include the following:

Per review of the progress notes dated 1/17/19
and signed by the RN Manager, identifies that
Resident #1 had developed shortness of breath
overnight and increased pedal edema (ankle
swelling}. The resident was unable to stand or
walk in the AM. The hospice nurse was
contacted by the facility manager to discuss
transfer to another facility. Since Resident #1
resided on the second floor, the facility’s concern
was inability to manage the stairs in the case of
Division of Licensing and Protection
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an emergency, despite the presence of a stair
glider. Resident and family notified by the facility
manager on 1/17/19, of the facility's request to
transfer. Family questioned how quickly a
transfer would need to happen and the facitity

* manager stated ["if they have a bed tomorrow

that would be great because we can't evacuate
him/her'].  Resident #1 was discharged on i
1/18/19 via famity vehicle to another residential
care home,

Per review of the medical record, the physician
assistance (PA) saw the resident on 12/18/18,

; 912518, 9/18/18 and 7/13/18. Thereis no
- evidence in the medical record evidencing that |

the physician or the physician assistant were

: notified of the resident's current change in status -

(shortness of breath and/or inability to stand or
walk).

The facility RN confirms on 3/6/19 at
approximately 9:23 AM, that s/he did not contact
the physician and/or the physician assistantto
communicate the change in Resident #1's status
and a request for a transfer.

V. RESIDENT CARE AND HOME SERVICES R136

5.7. Assessment

5.7.¢c Each resident shall also be reassessed
annually and at any point in which thereis a
change in the resident's physical or mental
condition.
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R138 Continued From page 5

This REQUIREMENT Is not met as evidenced

by:

Based on interview and record review, the facility .
 failed to conduct an assessment at the time ofa -
- change in physical condition for 1 of § sampled

residents, (Resident#1). The detailed findings

indude the following:

" Per review of the progress notes dated 1/17/19
and signed by the RN Manager, identifies that

, Resident #1 had developed shortness of breath

! overnight and increased pedal edema (ankle
swelling). The resident was unable to standor -

; walk in the AM. l

Per review of the medical record, the physician
assistant (PA) saw the residenton 12/18/18,
9/25/18, 918/18 and 7/13118. There is no
evsdence in the medical record demonstrating .
' that the physician or the physician assistant were i
. notified of the resident's current change in status

 of shortness of breath and/or Inability to stand or I
“walk,

The facitity RN confirms on 3/6/19 at
approximately 9:23 AM, that s/he did not con duct
a significant change assessment [dentifying the
resident's current status nor did the facility
contact the physician to communicate the change
In

Resident #1's status.

8‘331? V. RESIDENT CARE AND HOME SERVICES

5.11 Staff Services

5.11.a Thera shall be sufficient number of
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provide necessary care, to maintain a safe and cod € ll}e/k\ oy we .
healthy environment, and to assure prompt, ; Q ‘\ﬂ/\ }Cw
appropriate action in cases of injury, illness, fire \(\RJ\-L (S ey i C’}u»
or other emergencies. ' U m
A . . h A
This REQUIREMENT is not met as evidenced UUMQ\ Mtu < WD L et , b(
. gvr . . . Cocreladay W tHn e iclerd
| Based on cbservation, resident interview an \ e d
confirmed by staff interview, the facility failed to . N \O(,L}U,m anc ’\)J( j'a jLL j)z’

i provide a safe environment to assure prompt and ¢
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. of other emergencies for 6 residents residing on

. the second floor, and 2 of the 6 residents are ’j a (‘“{
 diabetics who could require emergency : (/w\’ A \% L0 ’
treatment,(Residents #2 and #3). The findings e ( C‘ O’(, Lt’ W [H

- inciude the following: |

Peons s hud ONS |

" 1. Per observation during an investigation, it was
discovered that six (6) residents who reside on
the second floor of the facility, have no
mechanism to notify staff, of any need during the
over-night shift or at any time. One (1) of the six .
{6) residents who lives upstairs is designated as
an Enhanced Residentiai Care (ERC) resident,
(nursing home level of care), who require
assistance managing the stairway and/or the stair
glide. There is no elevator in the building. Two (2)
of the residents are diabetic and one (1) of the
two (2) receives insulin injections twice a day for
the management of unstable blood sugars.

2. Per interview with Resident #2 and #3, who
are both diabetics, were asked by the surveyor in
the presence of the manager, what would they do
if they were to have a problem with their Diabetes
and needed assistance? Both residents confirm
on 3/6/19 at approximately 10 AM that they do not
have call lights or a way of contacting the nursing
staff. Neither resident was able to communicate
what they would do if they needed assistance.
Random residents on both floors were asked if
Division of Licensing and Protection
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- they had a way of contacting the staff if they
* needed assistance and responded they would
have o vell.
The facility manager confirms during the interview !
on 3/6/19 at approximately 10 AM, that thereis a . '
plan to purchase a call light system that would !
enable all residents in the facility the ability to i
notify staff if they needed assistance. To date the X
! facility manager has not ordered any system.
R226 VI. RESIDENT'S RIGHTS R226
§8=D

+ 6.14 Residents subject to transfer or discharge
- from the home, under Section 5.3 of these
regulations, shall: :

6.14.2 Be allowed to participate in the :
decision-making process of the home concerning
the selection of an alternative placement; :

6.14.b Receive adequate notice of a pending |
transfer; and . - :

6.14.c Beallowed to contest their transfer or

discharge by filing a request for a fair hearing

before the Human Services Board in accordance
" with the procedures in 3 V.S.A. §3091.

This REQUIREMENT is not met as evidenced
by._

Based staff interview and record review the
fadility failed to provide 1 appiicable residentin a
sample of 2, with adequate notice of an
involuntary dischargefstransfer, failed to
adequately provide a notice of a pending transfer
and failed to allow the resident the ability to
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contest the transfer/discharge by filing a request
for a fair hearing before the Human Services
Board. Therefore, Resident Rights were violated |
for Resident #1. The detailed findings are as
. follows:

Per review of the progress notes dated 1/17/19
and signed by the RN Manager, identifies that

" Resident #1 had developed shortness of breath
ovemight and increased pedal edema (ankle

_swelling). The resident was unable to stand or

~walk in the AM. The hospice nurse was
contacted by the facility manager to discuss

: transfer to another facility. Since Resident #1 ;

" resided on the second floor, the facility's concern
was inability to manage the stairs in the case of

i an emergency, despite the presence of a stair
glider. Resident and family nofified by the facility

i manager on 1/17/19, of the facility’s request to
transfer. Family questioned how quickly a
transfer would need to happen and the facility

- manager stated ["if they have a bed tomorrow
that would be great because we can't evacuate
him/her". Resident #1 was discharged on
1/18M19 via family vehicle to another residential
care home,

Per facility Discharge Policy identifies that if the
Davis Home implements an involuntary discharge
the manager will, notify the resident, family
member and/or legal representative of the
discharge or transfer and the specific reasons for
the move in wiiting and in a ianguage and
manner the resident understands at least 72
hours before a transfer within the home and thirty
(30) days before discharge from the home. The
notice o include a statement in large print that
the resident has the right to appeal the home's
dedision to transfer/discharge with the
appropriate information regarding how te so.
Division of Licensing and Protection
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* The Registered Nurse (RN) Manager confirms on
3/6/18 at approximately 9:23 AM that the resident
and/or family were not provided with the

* appropriate involuntary discharge/transfer notice

 prior to transfer/discharge, nor were they

provided with the appropriate information related
to the request of an appeal. The facility RN also
confirms at this time, that the facility policy was

not followed, that s/he did not conduct a

significant change assessment identifying the

resident's current status nor did the facility
contact the licensing agency to request and
emergency transfer.

R226

Division of Licensing and Protc_eclion
STATE FORM

8288 7OKEN

If continuation sheet 10 of 10




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11

